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PREFACE 


This  Report  reviews  the  current  literature  dealing 
with  the  determination  of  the  number  of  psychiatric 
beds  required  by  a population  group.  The  prob- 
lem is  a complex  one  since  there  are  no  generally 
applicable  “natural  laws”  for  determining  the  ratio 
of  such  beds  to  population.  Theoretical  models  for 
computing  this  ratio  can  be  provided.  However, 
siuch  models  require  that  incidence  and  prevalence 
rates  for  mental  disorders,  admission  and  release 
rates  to  psychiatric  beds  for  p>ersons  with  such  dis- 
orders be  known  and  that  these  rates  and  their  trends 
can  be  determined  and  predicted  reliably.^ 

The  number  of  psychiatric  beds  is  a resultant  of 
the  annual  number  of  admissions  to  beds  so  defined 
and  the  durations  of  stay  of  patients  admitted  to 
them.  What  makes  the  determination  of  this  num- 
ber such  a complex  problem  is  that  many  factors 
affect  the  two  basic  variables—  admiss'ions  and  dura- 
tions of  stay.  They  are  a function  not  only  of  the 
incidence  and  prevalence  of  mental  disorders  in  the 
population  for  which  the  estimates  are  being  de- 
termined, but  also  of  the  multiplicity  of  factors  that 
determine  the  locus  of  treatment  for  patients  and 
their  lengths  of  stay  in  the  facilities  to  which  they 
are  admitted. 

Briefly,  these  factors  are  related  to  p>ertinent  char- 
acteristics of: 

(a)  the  patients;  e.g.,  their  demographic  socio- 
economic characteristics,  living  arrange- 
ments, diagnosis,  treatment  require- 
ments, whether  or  not  they  have  in- 

1 Kramer  M,  Goldstein  H,  Israel  RH,  Johnson  NA:  Application 
of  life  table  methodology  to  the  study  of  mental  hospital  popu- 
lations. Am  Paychiat  Aaaoc  Rea  Rep  6:49-66,  1966;  Kramer  M:  A 
discussion  of  the  concepts  of  incidence  and  prevalence  as  related 
to  epidemiologic  studies  of  mental  disorders.  Am  J Public  Health 
47:  826-840,  1967. 

“ Kramer  M,  Pollack  ES:  Problems  in  the  interpretation  of  trends 
in  the  population  movement  of  the  public  mental  hospitals.  Am  J 
Public  Health  48:1003-1019,  1958. 


surance  coverage  for  treatment  of 
mental  disorders  and,  if  so,  the  types 
of  benefits  provided; 

(b)  the  physicians,  psychiatrists  and  social 

agencies  that  make  specific  referrals  for 
psychiatric  care;  e.g.,  their  diagpaostic 
and  referral  practices,  their  attitudes 
toward  inpatient  and  outpatient  care; 

(c)  the  facilities  to  which  patients  are  re- 

ferred; e.g.,  their  admission  and  dis- 
charge policies,  staffing  patterns  and 
treatment  modalities;  and 

(d)  the  community  in  which  the  patient  lives; 

e.g.,  types  of  psychiatric  and  related 
human  services  available  to  meet  vari- 
ous immediate  and  long-term  needs  of 
patients  and  attitudes  of  the  lay  public 
and  relevant  policy  setting  agencies  to- 
ward community  care  of  the  mentally 
ill. 

Obviously,  these  factors  are  neither  distributed  in 
identical  fashion  across  catchment  areas  nor  do  they 
interact  in  the  same  way  in  each  area.  In  addition, 
many  of  these  factors  can  not  be  quantified  reliably 
in  a Systematic  fashion.  Even  before  the  days  of 
“community  care”  there  was  wide  variation  in  the 
number  of  mental  hospital  beds  among  the  various 
States  and  trends  in  the  resident  patient  rates  sp>e- 
cific  for  age,  sex  and  diagnosis.^  The  advent  of  com- 
munity care  with  its  emphasis  on  preventing  ad- 
missions to  psychiatric  beds  whenever  piossible  and 
on  deinstitutionalization  has  complicated  the  esti- 
mating problem  still  further. 

The  analytical  review  which  follows  discusses 
various  attempts  made  within  the  past  decade  to 
deal  with  the  knotty  problem  of  “how  many  psy- 
chiatric beds  does  a community  need?” 

Morton  Kramer,  Sc.D. 
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PSYCHIATRIC  BED  NEEDS:  AN  ANALYTICAL  REVIEW 


INTRODUCTION 

“The  contribution  history  can  make  in  predicting 
the  number  of  psychiatric  beds  needed  has  suffered 
a decline.  No  longer  is  it  possible  to  divine  this 
number  by  extending  a curve.  At  the  same  time, 
assessment  of  the  need  for  such  beds  and  the  ability 
to  plan  them  strategically  is  a vital  part  of  mental 
health  planning.”  (1) 

The  dilemma  expressed  in  the  above  quotation, 
which  was  printed  in  1965,  has  not  diminished 
with  the  passage  of  time.  The  necessity  for  estimat- 
ing psychiatric  bed  needs  has,  if  anything,  increased 
in  recent  years,  and  this  necessity  has  been  sug- 
gested in  much  of  the  current  professional  litera- 
ture. The  subject  has  even  been  attacked  in  the 
pK>pular  literature,  such  as  a newspaper  article 
which  recently  appeared  in  the  Washington 
Post  (2) . Yet,  despite  the  timeliness  of  the  subject, 
very  little  of  a substantive  nature  has  been  written 
on  the  matter.  A search  of  current  journal  litera- 
ture by  the  National  Library  of  Medicine  through 
the  Medline  retrieval  service  and  Index  Medians 
in  January  1974  revealed  only  18  articles  during  the 
decade  1964  through  1973  which  deal  numerically 
tvith  pwychiatric  bed  needs.  An  attempt  to  search 
nonjoumal  writings,  e.g.,  monographs,  position 
papers,  etc.,  has  produced  similar  results—only  ten 
references  for  the  decade.  Not  one  reference  of  the 
past  decade  purports  to  provide  a formula  for  the 
estimation  of  bed  needs  which  has  applicability 
beyond  a very  local  area,  for  the  factors  which  in- 
fluence the  need  for  beds,  difficult  to  isolate  in  the 
first  place,  are  complicated  by  numerous  highly 
variable  conditions  which  form  different  patterns  of 
service  needs  in  different  places. 

This  report  attempts  to  provide  background  ma- 
terial for  individuals  and  agencies  concerned  with 
the  assessment  of  psychiatric  bed  needs  in  their  com- 
munities. A total  of  29  English-language  references, 
which  are  concerned  with  the  assessment,  estimation 
and  projection  of  psychiatric  bed  needs,  are  used 


as  the  basis  for  an  analytical  review  of  the  current 
literature.  With  one  exception,  these  writings  cover 
the  decade  from  1964  to  1973  and  represent  the 
sum  total  of  relevant  citations  found  for  this  j>eriod 
of  time.  The  single  earlier  citation,  a 1961  article 
by  Tooth  and  Brooke,  is  included  for  historical 
reasons,  in  that  it  stands  as  something  of  a classic, 
frequently  cited  in  later  writings.  Its  formula  of 
1.8  psychiatric  beds  needed  per  1,000  population 
is  still  cited  and  remains  a source  of  controversy  (3) . 
All  of  the  citations  included  in  this  review  either 
propose,  criticize  and/or  apply  statistical  formulae 
for  the  computation  of  psychiatric  bed  needs.  The 
review  discusses  the  implications  of  these  writings, 
espjecially  in  the  context  of  recent  developments  in 
the  philosophy  of  mental  health  service  delivery. 
Some  of  the  relevant  questions  which  must  be  con- 
sidered for  meaningful  assessment  of  psychiatric  bed 
needs  in  specific  communities  are  suggested.  The 
report  concludes  with  an  annotated  bibliography  of 
these  29  references. 

PSYCHIATRIC  BED  NEEDS  ASSESSMENT 

AND  COMMUNITY  MENTAL  HEALTH 

1 

If  the  subject  of  the  need  for  p»ychiatrie  beds 
is  so  timely  and  imp>ortant— if  it  is  implicitly  or 
explicitly  suggested  so  frequently  in  the  literature 
dealing  with  mental  health  planning,  as  the  follow- 
ing discussion  will  demonstrate— how  does  it  happen 
that  fewer  than  two  and  one-half  dozen  writings 
can  be  found  in  the  past  decade  which  concern 
themselves  with  statistical  formulae  for  the  compu- 
tation of  this  need?  Perhaps  the  answer  to  this 
question  lies  in  the  complexity  and  dynamic  nature 
of  the  subject  matter.  Boulding  expresses  the  situa- 
tion concisely.  “The  idea  of  professional  need  always 
rests  on  some  definition  of  homeostasis  or  mainten- 
ance of  the  client,  this  property  or  his  environment.” 
But,  “the  difficulty  with  homeostasis  as  a concept 
of  need  is  that  homeostasis  is  never  really  success- 
ful.” (4)  Our  very  understanding  of  who  is  men- 
tally ill  (i.e.,  who  may  potentially  be  in  need  of  a 
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psychiatric  bed)  is  currently  being  questioned^  and 
if  one  thing  may  be  concluded  from  the  literature, 
it  is  that  the  precise  dimensions  of  the  need  for 
psychiatric  beds  are  very  uncertain.  Too  many 
variables  enter  into  the  picture  to  make  it  possible 
to  speak  with  finality  in  terms  of  an  international, 
national,  or  even  local  numerical  standard.  Such 
estimates  as  do  exist  must  be  regarded  as  limited 
to  very  local  areas,  and  even  these  are  subject  to 
modification  as  local  conditions  change.  To  com- 
plicate matters  even  further,  the  ever-changing  na- 
ture of  service  needs  and  capabilities  in  any  single 
community  may  be  materially  affected  by  conditions 
in  neighboring  communities.  Lawrence  and  Bach- 
rach,  for  example,  each  discuss  the  effects  of  utiliza- 
tion of  acute  inpatient  facilities  by  nonresidents  on 
the  assessment  of  bed  needs  (see  Annotated  Bib- 
liography) . In  the  former  case,  the  estimation  of 
bed  needs  in  the  District  of  Columbia  is  seen  to 
be  confounded  by  the  provision  of  services  to  neigh- 
boring nonresidents:  in  the  latter  case,  the  point  is 
made  that  assessment  of  bed  needs  depends  in  part 
on  the  extent  to  which  suburban  planners  in  Mont- 
gomery County  Maryland  are  willing  to  have  their 
population  continue  to  utilize  these  same  District 
of  Columbia  beds.  Thus,  it  is  apparent  that  some  of 
the  same  patient  population  is  involved  in  both 
discussions  of  bed  needs,  even  though  the  writings 
concern  different  jurisdictions. 

One  of  the  problems  in  assessing  psychiatric  bed 
needs  in  1974  lies  in  the  fact  that  the  philosophy 
underlying  mental  health  care  delivery  in  the  United 
States  has  in  recent  years  undergone  rapid  and 
major  revision.  The  trend  undeniably  has  been  in 
the  direction  of  community  mental  health— i.e.,  the 
provision  of  services  to  patients  in  their  home  com- 
munities as  a first  choice.  Underlying  this  trend 
has  been  the  philosophical  principle  that  removing 
a person  from  “normal  home  and  community  ties 
makes  resolution  of  problems  more  difficult  than 
maintenance  of  the  ill  person  in  the  home  and 
community’’  (5) . Recent  years  have  witnessed  the 
complete  closing  down  of  a number  of  State  mental 
hospitals  (6) , while  the  utilization  of  local  services 
has  steadily  increased.  In  1955,  49  percent  of  psy- 
chiatric patient  care  episodes  were  in  State  mental 
hospitals,  as  contrasted  with  19  percent  in  1971. 
Outpatient  services  accounted  for  only  23  percent 
of  psychiatric  patient  care  episodes  in  1955  but  42 
p>ercent  in  1971.  Federally  funded  community  men- 
tal health  centers,  which  did  not  even  exist  prior 


to  the  passage  of  the  Community  Mental  Health 
Centers  Act  of  1963,  accounted  for  19  p>ercent  of 
patient  care  episodes  in  1971  (7) . 

Moreover,  there  has  been  a drammatic  decrease 
in  the  size  of  psychiatric  State  hospital  populations 
in  recent  years.  During  a p>eriod  of  nine  years  since 
the  now  famous  1963  Presidential  message  on  mental 
health  (8) , the  resident  p>opulation  of  State  hos- 
pitals decreased  by  45  percent  (from  504,604  to 
275,995) . One  of  the  critical  elements  in  this  de- 
crease has  been  the  smaller  number  of  first  admis- 
sions aged  65  and  over  and  the  corresponding  re- 
liance on  nursing  home  facilities  for  this  long  stay 
population.  Another  factor  has  been  the  widespread 
use  of  psychoactive  drugs  in  the  treatment  of  in- 
patients, which  has  made  possible  greatly  shortened 
hospital  stays  as  well  as  release  of  patients  who 
might  never  otherwise  have  been  considered  for 
discharge  into  the  community.  At  the  same  time 
that  the  resident  p>opulation  of  State  hospitals  has 
decreased  in  size,  the  number  of  admissions  to  these 
hospitals  has  increased.  Thus,  more  patients  have 
been  admitted  for  shorter  periods  of  time.  Although 
the  general  diagnostic  distribution  of  the  resident 
population  has  not  changed  appreciably  over  the 
years— about  half  of  the  resident  patients  have  been 
and  continue  to  be  schizophrenic— there  has  been 
a marked  change  in  the  diagnostic  composition  of 
hospital  admissions.  In  1962,  for  example,  21  per- 
cent of  first  admissions  to  State  hospitals  had  diag- 
noses of  schizophrenia  and  15  percent  had  diagnoses 
of  alcohol  disorders.  In  1972,  corresponding  per- 
centages were  14  and  26  percent,  resp>ectively  (7) . 

Recent  directions  in  mental  health  care  philos- 
ophy have  favored  outpatient  over  inpatient  treat- 
ment. And  when  inpatient  treatment  has  been 
indicated,  the  emphasis  has  been  in  the  direction 
of  care  in  short-term  local  facilities,  such  as  gen- 
eral hospitals  and  community  mental  health  centers. 
This  has  resulted  in  some  instances  in  two  divergent 
perceptions  of  the  need  for  psychiatric  beds:  there 
has  been  a reduction  in  the  jjerceived  need  for  beds 
in  long-term  custodial  facilities  at  the  same  time 
that  there  has  been  an  increase  in  the  perceived 
need  for  short-term  beds.  This  divergence  in  per- 
ceived bed  needs  is  altogether  understandable  in 
the  context  of  the  community  mental  health  move- 
ment which  has  as  a basic  goal  the  avoidance  of  hos- 
pitalization whenever  possible.  Ck)mmunity  mental 
health  seeks  the  “replacement  of  custodial  philoso- 
phies by  therap>eutic  ones’’  (5) . Because  hospital- 
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ization  is  thought  to  be  “banishment”  (9)  —because 
it  is  viewed  as  fostering  regression  among  pa- 
tients (10)  —there  is  a strong  feeling  that  treatment 
on  any  basis  other  than  hospitalization  is  sup>erior 
to  a hospital  experience.  Although  access  to  ade- 
quate mental  health  services  is  thought  to  be  a basic 
right  of  all  individuals,  these  services  should,  ideally, 
be  provided  without  exposing  patients  to  the  stigma 
associated  with  traditional  custodial  mental  health 
care.  In  addition,  the  nonhospitalized  patient  living 
in  the  community  has  the  opportunity  to  benefit 
from  the  salubrious  effects  of  social  contact  with 
sympathetic  and  supportive  relatives  and  friends 
(11). 

These  philosophical  principles,  coupled  with  evi- 
dence that  “hospitalization  begets  more  hospitaliza- 
tion” (5) , lead  to  the  prediction  that  the  future  will 
witness  an  overall  increased  demand  for  mental 
health  services  with  partial,  outpatient  and  crisis 
care  taking  an  increasing  portion  of  the  load  and 
with  brief  stays  in  local  short-term  inpatient  facili- 
ties replacing  long-term  care  in  large  institutions. 
The  community  mental  health  philosophy  is  thus 
prof>erly  viewed  as  both  an  effort  to  revamp  the  role 
of  the  State  hospital  in  the  treatment  complex  and 
a commitment  to  the  principle  of  allowing  for 
inpatient  care  in  the  patient’s  familiar,  relatively 
stigma-free  home  environment.  In  this  way,  the 
patient  is  more  likely  to  be  understood,  and  to  see 
himself,  as  a participating  member  of  his  own  home 
community,  rather  than  as  a stigmatized  expatriate. 

This  entire  philosophy  is,  in  fact,  thrown  into 
sharp  relief  by  an  emerging  development— the  intro- 
duction of  so-called  “brief  hospitalization”  units  for 
psychiatric  patients  in  some  localities  (5,12—15) . 
Typically,  these  units  are  administratively  connected 
with  emergency  services  in  general  hospitals.  They 
admit  patients  for  brief  stays  rarely  exceeding  four 
or  five  days,  during  which  a judgment  is  made  on 
further  disposition  of  the  case— i.e.,  discharge  or 
transfer  to  an  inpatient  facility.  Patients  who  are 
discharged  directly  from  these  units  may  to  some 
extent  avoid  the  stigma  associated  with  psychiatric 
hospitalization,  as  they  frequently  are  technically 
not  counted  as  having  occupied  psychiatric  beds. 

SOME  QUESTIONS  TO  CONSIDER  IN 
ASSESSING  BED  NEEDS 

Based  on  the  references  cited  in  the  Annotated 
Bibliography  and  on  the  discussion  of  community 
mental  health  above,  it  is  piossible  to  suggest  a 


number  of  points  that  should  be  considered  by  pro- 
gram planners  who  seek  to  estimate  or  project  psy- 
chiatric bed  needs.  Huffine  and  Craig  (16)  discuss 
questions  that  are  relevant  to  the  construction  of 
a community  mental  health  model,  and  it  is  not 
surprising  that  some  of  the  points  they  make  are 
directly  applicable  to  the  assessment  of  psychiatric 
bed  needs.  Because  planning  for  psychiatric  beds 
has  become  an  integral  part  of  community  mental 
health  planning,  the  present  discussion  is  based  in 
part  on  some  of  the  conclusions  drawn  by  these 
authors. 

(1)  What  is  a psychiatric  bed?  There  is  a strong 
possibility  that  the  current  emphasis  on  the  rights 
and  needs  of  patients— the  conviction  that  patients 
should  be  protected  from  the  stigmatic  aspects  of 
psychiatric  hospitalization— may  impede  accurate 
assessment  of  bed  needs.  Fine  semantic  distinctions 
which  may  have  therapeutic  value  for  patients 
should  not,  however,  be  permitted  to  cloud  the 
planning  procedure.  A bed  required  for  psychiatric 
care  by  any  other  name  remains  a bed  required 
for  psychiatric  care.  Because  the  total  number  of 
brief  hospitalization  beds  used  in  psychiatric  treat- 
ment is  still  relatively  small,  and  because  their  pa- 
tient turnover  is  so  rapid,  such  beds  probably  exert 
negligible  influence  on  the  statistical  assessment  of 
psychiatric  bed  needs.  Still,  their  very  placement 
outside  of  hospitals’  psychiatric  services  suggests  the 
possibility  that  semantics  may  interfere  with  the 
conceptualization  of  p>sychiatric  bed  needs.  If  con- 
sideration is  given  to  Wing’s  suggestion  that  “beds” 
might  even  be  construed  to  include  all  tyf>es  of 
residential  accommodations,  such  as  nursing  homes, 
halfway  houses,  etc.,  (see  Annotated  Bibliography) , 
estimates  of  bed  needs  will  be  quite  different  from 
estimates  based  strictly  on  beds  assigned  for  occu- 
pancy by  psychiatric  patients  in  psychiatric  inpa- 
tient facilities.  Brooke  explains  the  dimensions  of 
this  problem  in  a recent  volume  of  papers  on  psy- 
chiatric service  planning  by  cautioning  that  before 
the  specific  question  of  bed  needs  can  be  confronted, 
“it  is  necessary  to  define  a psychiatric  bed  and  then 
to  make  sure  that  everyone  is  using  the  same 
definition.”  She  continues: 

There  would  no  doubt  be  general  agreement  that 
beds  in  psychiatric  hospitals  . . . and  in  special 
psychiatric  wards  in  general  hospitals,  should  be 
classified  as  pwchiatric  beds.  There  are,  however, 
a whole  range  of  “fringe”  beds,  for  which  it  is 
necessary  to  decide  whether  to  count  them  as 
psychiatric  beds  or  not.  Are  they  to  be  defined  as 
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psychiatric  beds  if  they  are  in  a psychiatric  hos- 
pital but  are  not  used  for  psychiatric  patients? 
Are  they  to  be  counted  as  psychiatric  beds  if 
used  by  psychiatric  patients,  no  matter  where  they 
are?  How  are  beds  in  hostels  for  ex-patients  to  be 
counted,  or  beds  in  day-hospitals  used  for  ECT 
sessions?  (17) 

(2)  Are  the  beds  to  be  used  for  short-  or  long- 
term patients?  (3)  What  is  the  anticipated  rate  of 
turnover?  and  (4)  What  alternative  and  supple- 
mentary services  are  to  be  offered  to  patients?— 
These  are  critical,  complexly  interrelated  questions 
which  must  be  addressed  in  the  determination  of 
psychiatric  bed  needs.  Kramer  and  associates  aptly 
note  that: 

What  makes  a mental  hospital  population  such  a 
complex  population  unit  to  study  is  that  its  com- 
position is  a result  of  medical,  social,  environ- 
mental, economic,  and  administrative  factors 
which  have  produced  current  and  past  rates  of 
first  admission  current  and  past  rates  at  which 
patients  are  released  to  the  community  or  die  in 
the  hospital,  and  current  and  past  rates  at  which 
patients  are  readmitted  to  the  hospital  (18) . 

According  to  current  trends,  it  seems  possible  to 
anticipate  that  the  perceived  need  for  beds  for 
long-term  patients  will  decrease.  The  perceived  need 
for  beds  for  short-term  patients  will  be  affected  bv  a 
variety  of  factors,  such  as  the  availability  of  out- 
patient, day  care  and  emergency  services  and  the 
accessibility  of  patients  to  private  psychiatric  care. 
Where  alternative  services  are  abundant  and  ade- 
quate, it  may  be  anticipated  that  even  the  perceived 
need  for  short-term  beds  will  decrease,  for  the  cur- 
rent emphasis  on  noninstitutionalization  is  in  the 
fact  an  emphasis  on  nonhospitalization  of  all  kinds. 
The  rate  of  turnover  in  psychiatric  hospital  beds  is 
a function  of  length  of  hospital  stay  which  is  itself 
affected  by  a host  of  factors  including  staffing  pat- 
terns, diagnoses  of  patients,  legal  status  of  patients, 
family  attitudes  about  patients’  progress  and  even 
staff  members’  perceptions  about  the  proper  func- 
tions of  mental  hospitals  (19-21) . 

(5)  What  population  is  to  be  served?  Huffine  and 
Craig  stress  the  importance  of  identifying  the  geo- 
graphic boundaries  of  the  p>opulation  to  be  served 
for  developing  a community  mental  health  model. 
Especially  if  a .statistical  formula  of  a given  number 
of  beds  p>er  unit  of  population  is  to  be  used,  it  is  im- 
portant that  there  be  a realistic  identification  of  the 
base  pK>pulation  independent  of  the  geographic 
limits  drawn  for  jx)litical  subdivisions.  .Some  facili- 
ties serve  patients  without  regard  for  residence; 


others  limit  their  services  to  distinct  subgroups 
within  the  population,  either  by  law  or  by  choice. 
Planners  must  make  judgments  as  to  whether  to. 
encourage  or  discourage  patients  from  using  l>eds  in 
other  communities  as  well  as  judgments  concerning 
the  limits  within  which  the  projx>sed  beds  can  or 
should  be  made  available  to  outsiders.  The  extent 
to  which  prepaid  insurance  allows  nonresidents  to 
avail  themselves  of  the  facilities  in  a particular  com- 
munity is  an  additional  factor  to  be  considered  in 
this  regard.  The  question  of  jx>pulation  served  also 
has  broader  implications  than  these  geographic  ones. 
Certain  classes  of  patients  use  hospital  beds  more  or 
less  frequently,  and  for  different  lengths  of  stay, 
than  do  others;  and  if  the  facility  is  set  up  to  in- 
clude or  exclude  these  patients  (for  example,  alco- 
holic and  drug  dependent  patients,  the  elderly  or 
the  mentally  retarded) , the  need  for  beds  will  ac- 
cordingly be  altered. 

(6)  What  is  to  be  the  location  of  the  beds?  It  is  a 
truism  that  locating  a facility  in  a particular  place 
will  to  some  extent  dictate  the  character  of  its  pa- 
tient population.  Ample  consideration  should  be 
given  to  the  possible  operation  of  “Jarvis’  Law” 
(22-25)  —the  observation  (technically,  not  strictly  a 
law)  that  public  mental  hospital  admission  rates 
vary  inversely  with  distance  between  patients’  resi- 
dences and  the  institution.  At  the  same  time,  it 
should  be  remembered  that  “Jarvis’  Law”  is  prob- 
ably less  applicable  in  the  case  of  the  newer  short- 
term facilities  located  nearer  to  patients’  homes 
than  in  the  case  of  large  hospitals  which  were  in 
the  past  deliberately  located  at  some  distance  from 
population  centers.  A psychological  consultant  to 
community  mental  health  serv'ices  in  the  state  of 
Kansas  suggests  that  proximity  of  a facility  may 
work  in  quite  the  opposite  manner  in  small  com- 
munities where  users  can  be  readily  identified  as 
seekers  of  psychiatric  treatment;  “It  seems  reason- 
able that  in  a small  community  where  everyone 
knows  everybody  else,  there  is  no  anonymity  or 
feeling  of  confidentiality  when  you  walk  into  the 
center’s  door  on  Main  .Street  of  your  town,  but  you 
can  go  to  another  center  in  another  county  20  miles 
away.”* 

(7)  What  goals,  other  than  the  strict  provision  of 
patient  care,  are  to  be  considered?— the  beds  are 
to  be  used  for  teaching,  research  and/or  other  pur- 


•Procter,  Robert  L.,  Letter  to  NIMH  Biometry  Branch,  Survey  and 
Reports  Section,  November  26,  1973. 
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poses  supplementing  their  patient  care  function, 
estimates  of  need  may  have  to  be  revised. 

(8)  What  characteristics  of  the  population  base 
may  predispose  persons  toward  or  inhibit  them 
from  the  utilization  of  psychiatric  beds?  and  (9) 
What  have  been  the  prevailing  past  attitudes  of  this 
population  base  toward  mental  health  care?— Any 
assessment  of  psychiatric  bed  needs  must  certainly 
take  into  account  the  social,  economic,  demographic 
and  psychological  characteristics  of  the  base  popula- 
tion from  which  prospective  users  will  be  drawn. 
Estimates  of  need  made  without  consideration  of 
those  characteristics  strongly  associated  with  accept- 
ance or  rejection  of  mental  health  care  would  be 
lacking  in  reliability.  If  the  community  is  actively 
engaged  in  educational  activities  which  may  poten- 
tially bring  about  attitude  changes— an  accepted 
part  of  the  community  mental  health  mandate- 
allowance  also  should  be  made  for  future  changes 
in  the  answers  to  these  questions. 

(10)  What  allowances  can  be  made  for  changing 
needs  and  concepts  in  mental  health  care  delivery? 
—The  suggestion  by  Blumberg  that  planning  for 
beds  should  be  flexible  enough  to  allow  for  unfore- 
seen developments  should  be  taken  seriously  by 
planners,  (see  Annotated  Bibliography) . The  dy- 
namic nature  of  all  the  variables  affecting  psychiatric 
bed  needs  makes  this  essential.  Changes  in  attitudes, 
population  structure,  resources  and  requirements  of 
the  community  (as  well  as  neighboring  communi- 
ties) are  inevitable,  and  any  estimate  of  bed  needs 
which  is  too  rigid  to  bend  with  these  changes  may 
be  outmoded  before  it  is  even  incorporated  in  a 
working  plan.  Indeed,  failure  to  allow  for  change 
is  in  the  basis  of  most  of  the  criticism  leveled 
against  the  Tooth  and  Brooke  formula  (3) . The 
Vorkton,  Saskatchewan  experience  in  which  original 
estimates  of  bed  needs  were  subsequently  scaled 
down  when  they  were  found  to  be  too  high  pro- 
vides a case  in  point  (see  Annotated  Bibliography) . 
Unforeseen  developments  may  potentially  render 
any  estimate  too  high  or  too  low.  Without  adequate 
machinery  for  changing  the  plan,  a risk  of  fitting 
the  demand  to  the  plan,  rather  than  the  reverse,  is 
run. 

CONCLUSIONS 

Much  of  the  literature  dealing  with  the  assess- 
ment of  psychiatric  bed  needs  either  states  explicitly 
or  implies  strongly  that  the  question  of  planning 
for  psychiatric  beds  must  be  considered  in  the 


greater  context  of  comprehensive  mental  health 
planning.  In  practice,  however,  most  of  the  formu- 
lae proposed  or  applied  are  presented  as  if  psychia- 
tric bed  needs  exist  in  a vacuum.  As  soon  as  it  is 
p>erceived  that  the  need  for  psychiatric  beds  in  a 
community  is  a complement  of  the  availability  of 
other  psychiatric  services,  the  positing  of  a specific 
number  of  beds  per  unit  of  population  becomes 
irrelevant.  This  is  eloquently  expressed  by  Baldwin 
who  claims  that  the  bed/ population  ratio 

. . . ceases  to  have  central  significance  as  the  pri- 
mary objective  of  planning  studies  just  as  the 
mental  hospital  has  undergone  devolution  from 
its  central  and  exclusive  position  as  the  arbiter 
of  psychiatric  destiny.  The  bed/ population  ratio 
would  be  better  regarded  as  one  among  a variety 
of  parameters,  each  having  weight  according  to 
existing  and  expected  roles  of  alternative  and 
complementary  services  (26) . 

He  adds  that  the  “correct  application’’  of  a bed 
projection  technique  would  be  “to  determine  the 
consequences  of  the  decision  to  adopt  a particular 
bed/population  ratio,  not  to  determine  the  ratio’’ 
(26) . Nor  does  Baldwin  confine  his  criticism  of  the 
idea  of  bed/population  ratios  to  psychiatric  beds. 
In  another  article  dealing  with  general  hospital 
(nonpsychiatric)  beds,  he  points  out  that  it  is  very 
difficult  to  produce  valid  estimates  of  need  for  hos- 
pital beds  of  any  kind  and  that  the  “degree  of  prac- 
tical difficulty  is  a reflection  of  the  combined  vari- 
ability of  population,  morbidity  and  treatment 
methods  usually  coupled  with  a wide  measure  of 
ignorance  of  the  dimensions  of  all  three.”  (27) 

The  number  of  psychiatric  beds  needed  in  any 
given  community  at  any  given  time,  then,  is  a func- 
tion of  the  complex  interaction  of  numerous 
variables,  as  discussed  above,  as  well  as  of  the  com- 
munity planners’  philosophy  regarding  the  proper 
locus  of  mental  health  care,  a matter  on  which  in- 
dividual opinions  vary  widely.  Indeed,  differences 
in  the  formulae  described  in  the  Annotated  Bibli- 
ography are  considerable,  and  their  derivation 
ranges  from  sophisticated  statistical  methodological 
applications  to  seemingly  intuitive  appraisals  of 
need.  It  is  not  difficult,  in  reading  these  references, 
to  get  the  feeling  that  the  authors  themselves  tend 
to  be  only  tentatively  convinced  of  the  validity  of 
their  judgments;  their  caveats  are  numerous.  It 
would  appear  thus  that  an  exact  formula  for  the 
computation  of  psychiatric  bed  needs  is  far  less  im- 
portant for  effective  planning  than  is  a grasp  of  the 
many  factors  that  go  into  the  determination  of  these 
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needs  in  a given  community.  Nevertheless,  many 
community  planners  feel  that  it  is  necessary  to  have 
such  fomuilae.  Gore  and  associates,  for  example, 
express  ambivalence  regarding  the  matter  in  point- 
ing out  that  "any  long-range  forecast  can  be  no 
more  than  an  attempt  to  balance  probabilities,  and 
to  assess  the  effects  of  conflicting  trends:  but  since 
regional  boards  must  plan  for  the  future,  forecasts 
have  to  be  made,  and  it  is  im|x>rtant  that  they 
should  be  based  on  realities.”  (28) 

One  of  the  many  factors  that  may  possibly  in 
the  future  affect  psychiatric  facility  planning  is  that 
the  effects  of  the  closing  down  of  State  hospitals 
and  of  releasing  large  numbers  of  former  custodial 
patients  into  the  community  cannot  yet  be  fully 
known.  The  literature  contains  some  indications 
that  these  trends  have  left  in  their  w^ake  some  dis- 
chargees still  in  need  of  inpatient  care,  and  this  is 
especially  true  where  alternative  services  are  lacking 
in  effectiveness  (29-33) . Thus,  future  assessments 
of  psychiatric  facility  needs  will  probably  have  to 
pay  more  attention  to  the  requirements  of  previ- 
ously hospitalized  long-term  qiatients.  Conceivably, 
the  current  trend  in  reduction  of  institutionalized 


populations  could  be  reversed.  A diminution  of 
available  space  in  nursing  homes  and  other  residen- 
tial facilities,  for  example,  might  effect  such  a re- 
versal. It  is  even  conceivable  that  the  pendulum 
will  swing  and  that  custodial  institutional  care  will 
once  more  be  regarded  as  a desideratum.  Com- 
munity care  programs  are  still  too  new  to  be  com- 
prehensively evaluated  at  the  present  time.  And, 
although  their  acceptance  has  been  impressively 
widespread,  throughout  their  development  such  pro- 
grams have  had  their  share  of  opponents.  Any  plan- 
ning for  psychiatric  beds  must  make  a serious  at- 
tempt to  answer  such  relevant  questions  as  those 
proposed  in  this  Report  in  as  careful  and  detailed 
a manner  as  jx)ssible.  That  there  is  a relative  spar- 
sity of  articles  proposing  or  using  statistical  formulae 
for  estimating  psychiatric  bed  needs  may  be  reflec- 
tive of  a certain  amount  of  caution  and  circum- 
spection on  the  part  of  planners.  Perhaps  this  is  de- 
sirable at  this  jx)int,  for  the  most  salient  aspect  of 
psychiatric  beds  is  that  their  need  does  not  exist 
in  a vacuum  and  is  ever-changing.  The  decision  as 
to  how  many  beds  are  needed  in  a given  commun- 
ity must  always  be  made  on  an  ad  hoc  basis. 
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ANNOTATED  BIBLIOGRAPHY 


Anonymous,  “Care  of  Chronic  Psychotics,” 
British  Medical  Journal,  May  15,  1971,  pp. 
351-352. 

This  editorial  commends  Hailey  for  her  1971 
study  (see  below) , which  reviews  and  criticizes  the 
Tooth  and  Brooke  article.  It  is  pointed  out  that  the 
care  of  chronic  psychotics  in  the  community  has 
not  proved  so  successful  as  originally  predicted  and 
that,  therefore,  extreme  caution  must  be  used  in 
projecting  reductions  in  bed  needs  which  might 
result  from  increased  community  care. 

Bachrach,  Leona  L.,  Assessment  of  Psychiatric 
Bed  Needs  in  Montgomery  County  Montgom- 
ery County  Health  Department  Mental  Health 
Program  Evaluation  Reports  Number  16.  Rock- 
ville, Maryland:  Montgomery  County  Health 
Department,  January  1972. 

This  examination  of  current  and  projected  psy- 
chiatric bed  needs  in  a Washington,  D.C.  suburb 
applies  three  previously  suggested  formulae  (see 
Lawrence,  Maryland  Board  of  Health  and  Mental 
Hygiene,  and  Shrem  citations  below)  . For  long- 
and  short-term  beds  combined,  projected  needs,  cal- 
culated on  the  basis  of  3.75  beds  per  1,000  popula- 
tion, are  shown  through  1977.  For  short-term  beds 
only,  projected  needs,  calculated  on  the  basis  of 
1.0  and  0.5  beds  per  1,000  population,  are  shown 
for  the  same  period.  The  suggestion  is  offered  that, 
“Perhaps  too  much  is  made  of  the  attempt  to  quan- 
tify bed  needs,”  and  it  is  concluded  that  “the  prob- 
lem in  planning  is  not  so  much  one  of  establishing 
need  as  it  is  one  of  considering  options.”  There  is  a 
discussion  of  the  influence  on  bed  needs  of  such 
variables  as  location  of  inpatient  facilities,  utiliza- 
tion of  facilities  located  in  neighboring  communtics, 
demographic  changes  in  the  base  population,  diag- 
nostic shifts  in  bed  occupancy,  and  existence  of  al- 
ternative (noninpatient)  facilities  in  the  com- 
munity. 

Baldwin,  J.A.,  “How  Many  Beds?  A Critical 
Discussion  of  Some  Approaches  to  Hospital 


Planning  II.  Mental  Hospitals,”  Health  Bulle- 
tin 26,  July  1%8,  pp  48-52. 

One  of  the  practical  consequences  of  Tooth  and 
Brooke’s  approach  is  explained  and  criticized— i.e., 
that  extrapolation  of  their  straight-line  attrition 
estimates  would  lead  to  total  elimination  of  resident 
psychiatric  hospital  populations  by  1970.  Funda- 
mental objections  are  raised  to  methodologies  for 
estimating  bed  needs— including  the  Tooth  and 
Brooke  approach— in  which  length  of  stay  is  “sub- 
stituted for  medical,  nursing  and  social  needs  as  a 
means  of  classifying  both  patients  and  accommoda- 
tion, and  demand  is  estimated  by  projection  of  past 
and  current  use.”  Some  of  these  objections  are  tech- 
nical in  nature  and  attack  the  soundness  of  the  sta- 
tistical methods  employed,  such  as  the  assumption 
of  linear  attrition  and  the  failure  to  account  statis- 
tically for  variations  in  length  of  stay  among  hos- 
pital subgroups.  Other  objections  include  the  failure 
to  account  for  regional  variations  in  the  utilization 
of  mental  health  facilities  and  the  effects  of  access 
to  alternative  services  on  utilization  patterns.  It  is 
suggested  that  works  such  as  the  Tooth  and  Brooke 
study  are  “technically  suspect  and  conceptually  un- 
sophisticated,” and  Baldwin  cautions  that  “to  ac- 
quiesce in  their  findings  would  be  to  abrogate  fur- 
ther development  of  the  methods  and  techniques 
of  planning  and  might  irretrievably  condemn  the 
mental  health  services  as  a whole  to  a clinically  and 
socially  unsatisfactory  framework.” 

Baldwin,  J.A.,  and  Hall,  D.  J.,  “Estimation  of 
the  Outcome  of  a Standing  Mental  Hospital 
Population,”  British  Journal  of  Preventive  and 
Social  Medicine  21,  1967,  pp  56-65. 

Many  of  the  conceptual  and  methodological  ob- 
jections to  Tooth  and  Brooke’s  work"“  discussed  at 
length  in  Baldwin’s  1968  article  (cited  above)  are 
anticipated.  Particular  criticism  is  addressed  to  the 
assumption  of  linear  attrition  of  psychiatric  hos- 
pital populations  and  to  the  failure  to  take  into 
account  such  factors  as  regional  variations  and  dif- 
ferentials in  length  of  stay  and  patient  turnover 
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both  within  and  among  individual  hospitals.  The 
authors  analyze  the  discharge  experience  of  resi- 
dents in  Scottish  psychiatric  hospitals  from  1955  to 
1964  and  find  that  this  patient  population  in  fact 
exhibits  curvilinear  and  not  straight-line  decline. 
Contrary  to  predictions  generated  by  Tooth  and 
Brooke,  these  authors  do  not  foresee  the  disapp>ear- 
ance  of  psychiatric  hospital  populations.  They  cau- 
tion that  bed  need  projections  are  “in  no  sense 
statements  of  what  will  happen.  They  are  state- 
ments of  what  can  be  exp>ected  to  happen  if  the 
conditions  existing  under  which  they  were  calcu- 
lated continue  to  obtain  throughout  the  period 
over  which  the  projection  applies.”  Accordingly, 
three  suggestions  for  the  preparation  of  projections 
are  made.  First,  projections  for  different  regions  and 
different  hospitals  should  be  computed  separately. 
Second,  projections  should  be  revised  and  recom- 
puted on  a regular  basis.  And,  third,  projections 
should  be  applied  to  a variety  of  hypothetical  situa- 
tions in  order  to  test  their  usefulness. 

Blumberg,  Mark  S.,  Psychiatric  Bed  Needs: 
Factors  relating  to  Demand  for  Psychiatric 
Services  in  California.  Sacramento,  California : 
California  Depatment  of  Mental  Hygiene, 
August  1965. 

This  monograph,  although  containing  no  appli- 
cations of  bed  need  formulae,  presents  extensive 
statistical  analyses  showing  relationships  between 
observed  demand  for  different  kinds  of  psychiatric 
services  and  a variety  of  social,  economic  and  demo- 
graphic conditions  in  California  counties.  The  con- 
clusion is  drawn  that  statistical  formulae  for  fore- 
casts of  bed  needs  have  serious  limitations:  although 
extending  a time  series  may  in  the  past  have  been 
the  “most  reliable  indicator”  of  bed  needs,  this 
method  “can  hardly  be  used  when  major  policy 
changes  on  psychiatric  care  are  considered  necessary 
and  imminent.”  The  author  discusses  some  alterna- 
tives available  to  planners  gathering  comprehensive 
information  on  existing  facilities  and  service  pat- 
terns before  embarking  on  planning  inpatient  pro- 
grams; planning,  if  necessary,  on  the  basis  of  inade- 
errors;  and  planning  facilities  that  are  flexible 
tjuate  information  while  running  the  risk  of  costly 
enough  for  “alternative  contingencies,”  should  they 
arise. 

Brown,  Bruce  M.,  Psychiatric  Bed  Require- 
ments in  Four  Service  Areas,  1972.  Final  report 
on  research  conducted  under  contract  with  the 


National  Institute  of  Mental  Health,  June 
1973  (mimeographed). 

This  rep>ort  suggests  an  approach  to  the  assessment 
of  bed  needs  which  focuses  on  actual  usage  of  avail- 
able services.  On  the  assumption  that  “needs”  is  too 
abstract  a concept  to  be  useful  for  planning  pur- 
poses, the  investigator  substitutes  the  concept  of 
“service  requirements,”  which  “result  from  and  are 
relative  to  existing  systems  of  service  organizations 
and  institutions.”  Psychiatric  bed  requirements  for 
individual  hospitals  are  set  to  equal  the  number  of 
beds  required  to  operate  at  85  percent  of  average 
annual  occupancy,  based  on  actual  censuses  of  psy- 
chiatric inpatients.  The  concept  covers  both  short- 
and  long-term  beds.  The  investigator  selects  four 
sites  for  the  application  of  his  service  requirement 
analyses;  these  locations  are  chosen  because  they 
have  “innovative”  mental  health  service  delivery 
systems  which  are  “widely  available  to  whole  popu- 
lations served.”  The  Denver,  Colorado  area,  with  a 
population  of  over  one  million,  shows  a psychiatric 
bed  requirement  of  0.4  bed  f>er  1,000  p>opulation. 
This  represents  a reduction  from  a corresponding 
requirement  of  0.5  bed  per  1,000  population  in  the 
same  location  based  on  1966  data.  Rural  Yorkton, 
Saskatchewan,  which  in  the  1960’s  embarked  on  the 
execution  of  a long-range  mental  health  plan,  simi- 
larly shows  a psychiatric  bed  requirement  of  0.4 
bed  per  1,000  population.  (The  Yorkton  plan  had 
originally  allowed  for  3.0  beds  per  1,000  population 
but  this  allowance  was  subsequently  scaled  down 
by  planners  to  1.8  beds.  The  investigator  attributes 
this  reduction  in  perceived  need  to  the  provision  of 
organized,  efficient  noninpatient  community  services, 
especially  crisis  treatment  and  psychiatric  nursing. 
Also  see  Lipscomb’s  study  cited  below.)  The  Tre- 
mont  area  of  Bronx,  New  York,  exhibiting  many 
of  the  social  and  economic  conditions  associated 
with  inner  city  living,  yields  a psychiatric  bed 
requirement  of  0.3  bed  per  1,000  population.  Fi- 
nally, a rural  community  in  California— Reedley, 
Tulare  County— shows  a requirement  of  0.2  bed  per 
1,000  population.  The  investigator  provides  his- 
torical background  material  for  each  of  the  four 
areas  and  trend  data  where  available. 

California  Department  of  Mental  Hygiene, 
Mental  Health  Services  in  the  Sacramento 
Valley  and  Northeastern  California.  Sacra- 
mento, California:  Department  of  Mental  Hy- 
giene, January  1968. 
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This  monograph  contains  a detailed  survey  of 
current  mental  health  services  available,  as  well  as 
future  potential  service  needs,  in  an  18-county  area 
of  California.  Citing  the  actual  experience  in  psy- 
chiatric bed  provision  at  the  Fort  Logan  Mental 
Health  Center  in  Denver,  Colorado  (0.8  bed  per 
1,000  population)  and  the  Yorkton  Psychiatric  Cen- 
tre in  Saskatchewan  (0.5  bed  per  1,000  population) , 
this  rep>ort  adopts  the  following  formulae  for  pro- 
jecting required  long-and  short-term  beds  combined 
for  1977  and  1978;  0.5  bed  per  1,000  population  in 
rural  areas;  0.8  bed  per  1,000  population  in  major 
metropolitan  areas  with  populations  in  excess  of 
750,000;  and  0.4  bed  per  1,000  population  for  the 
mentally  retarded.  It  is  noted  that  “there  are  no 
studies  available  which  measure  need  for  psychiatric 
inpatient  beds  in  terms  other  than  the  number 
which  satisfy  an  apparent  demand.  Nor  is  there 
agreement  about  or  experience  with  the  volume  of 
psychiatric  inpatient  care  which  would  be  required 
under  optimal  conditions.”  Data  are  presented  for 
travel  distance  to  inpatient  facilities  and  for  the 
existence  of  alternative  mental  health  facilities,  both 
of  which  are  considered  to  be  important  variables 
in  the  determination  of  bed  needs. 

Crane  and  Gorwic  Associates,  Inc.,  et  al„  Mont- 
gomery  County  Health  Complex:  General 
Planning  Program  Summary.  Detroit,  Michi- 
gan; January  1968. 

This  is  a source  document  for  the  subsequent  pub- 
lication of  the  “Shrem  Report”  (cited  below) , 
which  outlines  a plan  for  the  development  of  a 
Montgomery  County,  Maryland  medical  center.  The 
Crane  and  Gorwic  report  contains  discussions  and 
analyses  of  variables  relevant  to  health  facilities 
planning  in  general,  including  planning  for  psy- 
chiatric beds.  The  number  and  locations  of  psychi- 
atric beds  currently  available  to  county  residents 
are  examined,  and  future  psychiatric  bed  needs  are 
viewed  in  the  more  general  context  of  comprehen- 
sive health  planning.  A formula  of  1.0  short-term' 
psychiatric  bed  per  1,000  population  is  recom- 
mended to  supplement  the  suggested  2.0  medical- 
surgical  short-term  beds  per  1,000  population.  In 
addition,  respective  formulae  of  0.25  bed  and  5.0 
beds  per  1,000  jx>pulation  for  all  types  of  rehabili- 
tation other  than  mental  and  for  long-term  care  of 
all  kinds  are  recommended.  These  formulae  are  de- 
rived from  examination  of  current  utilization  ex- 
perience in  the  county,  from  projected  demographic 


trends  and  from  general  assumptions  regarding 
changes  in  patterns  of  service  delivery.  I'lie  number 
of  needed  beds  is  projected  to  the  years  1970  and 
2000,  and  projections  for  needed  short-term  psy- 
chiatric beds  are  broken  down  into  the  following 
categories:  general,  children,  juvenile  offender,  and 
alcoholic  and  drug  addict. 

Cross,  K.W.;  Hassall,  Christine;  and  Spencer, 
A.M.  “The  Dynamics  of  a Long-Stay  Mental 
Hospital  Population,”  British  Journal  of  Pre- 
ventive and  Social  Medicine  24,  1970,  pp.  177- 

181. 

Based  on  the  assumption  that  there  are  regional 
differences  in  the  need  for  chronic  (long-stay)  psy- 
chiatric beds,  this  study  undertakes  to  examine 
trends  in  resident  population  attrition  at  a single 
psychiatric  hospital  serving  both  urban  and  rural 
districts  of  Worcestershire,  Fmgland.  Two  admission 
cohorts,  1956—1960  and  1961—1965,  are  followed 
through  to  1962  and  1967,  respectively,  and  com- 
pared according  to  length  of  stay.  By  using  a life 
table  method,  the  proportions  of  both  cohorts  re- 
maining in  residence  at  the  hospital  up  to  and  in- 
cluding the  year  1970  are  calculated.  The  authors 
project  a residence  }>eak  occurring  by  the  end  of 
1967  and  a decline  thereafter  and  estimate  that  “in 
planning  new  psychiatric  accommodation  in  this 
area  the  provision  for  long-stay  patients  would  need 
to  be  of  the  order  of  0.65  bed  per  1,000  population 
at  risk.”  They  conclude  that,  although  the  long-term 
psychiatric  hospital  population  will  be  declining 
steadily,  beds  for  these  patients  “seem  likely  to  be 
needed  for  many  years  to  come,  though  in  decreas- 
ing numbers.” 

Early,  Donal  F.  and  Magnus,  Ralph  V.,  “Popu- 
lation Trends  in  a Mental  Hospital:  A Four- 
Year  Follow-Up  Review  of  a Hospital  Popu- 
lation,” British  Journal  of  Psychiatry  112, 
1966,  pp.  595-601. 

An  examination  of  the  records  of  patients  resident 
in  a British  psychiatric  hospital  (Glenside)  for  three 
months  or  Ipnger  during  the  years  1961—1964  re- 
veals that  the  resident  population,  while  declining 
continuously,  is  doing  so  less  rapidly  than  might  be 
expected  from  the  Tooth  and  Brooke  prediction. 
If  Glenside  patient  attrition  experience  is  to  be 
projected  linearly,  it  will  take  approximately  30 
years  before  the  resident  population  can  be  halved. 
The  authors  p>oint  out  that  current  utilization  ex- 
perience in  Great  Britain  shows  a wide  range  of 
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bed/poj)ulation  ratios— between  2.3  and  7.2  beds 
per  1,000  population— and  that  the  I'ooth  and 
Brooke  forecast  does  not  apj>ear  to  be  valid.  They 
stress  the  differential  effects  of  sex  aiuf  age  distribu- 
tion on  attrition  experience  and  point  out  that 
local  and  regional  utilization  patterns  vary  widely. 

Fryers,  T.,  “Psychiatric  Inpatients  from  an 
Urban  Community  1968-72,”  British  Medical 
Journal,  April  14,  1973,  pp.  7B-80. 

What  is  referred  to  as  I'ooth  and  Brooke’s  “mis- 
taken o[>tiinism’’  is  documented  through  an  analysis 
of  five  consecutive  annual  patient  censuses  (1968 
througli  1972)  derived  from  the  .Salford  (England) 
psychiatric  case  register.  The  findings  of  this  study 
show  that  psychiatric  hospital  long-stay  {x>pulations 
have  two  components;  an  “old  long-stay  cohort,” 
which  is  present  at  the  beginning  of  any  period  of 
study,  and  a “new  long-stay  cohort,”  which  is  com- 
posed of  new  admissions  during  and  subsequent  to 
the  pericKl  of  study.  The  author  concludes  that  “the 
hope  of  a rapid  reduction  in  the  population  of  our 
large  psychiatric  hospitals  has  not  been  fulfilled,” 
because  the  expansion  of  general  hospital  psychiatric 
care  and  other  community  services  has  primarily 
affected  short-  and  medium-stay  patients,  while 
there  is  constant  replenishment  of  the  long-stay  hos- 
pital population  . 

Gore,  Charles  P.;  Jones,  Kathleen;  Taylor, 
Wallis;  and  Ward,  Brian,  “Needs  and  Beds: 
A Regional  Census  of  Psychiatric  Hospital 
Patients,”  Lancet,  August  29,  1%4,  pp.  457-460. 

This  article,  containing  another  critique  of  the 
statistical  methods  employed  by  Tooth  and  Brooke, 
presents  an  analysis  of  psychiatric  hospital  utiliza- 
tion based  on  a hospital  census  in  the  Leeds,  Eng- 
land region  in  1963.  The  results  of  the  study 
suggest  that  Looth  and  Brooke  may  have  under- 
estimated bed  needs  considerably  in  that,  with  a 
continuation  of  present  admission  and  discharge 
policies,  the  number  of  needed  long-term  beds  by 
1975  will  probably  still  be  substantial.  This  circum- 
stance is  in  large  part  the  result  of  a failure  to  re- 
duce the  number  of  resident  schizophrenics  at  a 
rate  comparable  to  those  rates  by  which  the  num- 
bers of  residents  with  affective  disorders  and  senile 
psychoses  have  been  reduced.  The  author  points 
out  that,  “The  planning  of  psychiatric  hospital  beds 
required  at  any  given  time  is  affected  by  social  and 
economic  factors.  Foremost  among  these  is  the  ‘ice- 
berg’ effect,  by  which  new  provisions  in  mental 


health  seem  inevitably  to  reveal  new  dimensions  in 
demand  rather  than  relieving  pressure  on  existing 
jrrovision.” 

Hailey,  Anthea  M.,  “Long-Stay  Psychiatric  In- 
patients: A Study  Based  on  the  Camberwell 
Register,”  Psychological  Medicine  1,  1971,  pp. 
128-142. 

.\n  analysis  of  data  from  a psychiatric  case  register 
concerning  long-stay  patients  from  a portion  of 
southeast  Lontlon  (Camberwell)  during  the  years 
1964  through  1968  yields  results  which  are  con- 
trary to  the  estimates  made  by  Tooth  and  Brooke. 
The  Tooth  and  Brooke  method  is  reviewed  and 
criticized  at  some  length,  particularly  for  its  assump- 
tion of  linear  attrition  and  for  its  failure  to  allow 
for  changes  in  the  age  composition  of  new  admis- 
sions. Were  the  Tooth  and  Brooke  prediction  to 
have  proved  accurate,  all  of  the  old  long-term 
resident  mental  hospital  population  from  Camber- 
well should  have  disappeared  by  1970.  This  study 
shows,  however  that  old  long-term  patients  are  still 
in  residence  there  at  a rate  of  88  per  100,000  popu- 
lation. Like  the  Fryers  and  the  Cross,  Hassall  and 
.Spencer  studies  cited  above,  Hailey  finds  it  impor- 
tant to  view  two  separate  attrition  components— an 
original  group  of  long-term  patients  and  a build-up 
of  “new”  long-term  patients  with  more  recent  ad- 
missions. She  emphasizes  the  superiority  of  regional 
studies  which  have  a number  of  advantages  over 
national  studies,  most  particularly  the  capability  of 
“intimate  knowledge”  of  the  local  resources. 

Hoenig^  J.  and  Hamilton,  Marian  W.,  “Extra- 
mural Care  of  Psychiatric  Patients,”  Lancet, 
June  19, 196.5,  pp.  1322-1325. 

The  results  of  a four-year  follow-up  study  of  new 
admisisons  to  a general  hospital  psychiatric  unit 
serving  a catchment  area  with  170,000  population 
are  analyzed.  The  unit,  located  in  a Manchester, 
England  hospital,  not  only  includes  inpatient  and 
outpatient  services,  but  also  provides  domiciliary 
visits.  It  is  considered  by  the  authors  to  be  an  “ex- 
tramural” psychiatric  service  which  serves  an  alter- 
native to  psychiatric  hospital  care.  Of  a stratified 
sample  of  admissions,  weighted  to  include  propor- 
tionately more  patients  with  less  encouraging  prog- 
noses than  found  in  the  universe,  61  percent  became 
inpatients,  32  {>ercent  remained  outpatients  or  day 
patients,  and  six  percent  received  no  further  care. 
Inpatient  episodes  were  typically  of  short  duration, 
most  of  them  lasting  less  than  12  weeks.  Not  one 
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admission  was  referred  to  a p>sychiatric  hospital 
during  the  study  period.  The  inpatient  service  of 
this  general  hospital  unit  contains  0.4  bed  per  1,000 
population,  and  it  is  concluded  from  the  investiga- 
tion that  such  a bed  population  ratio  is  adequate  for 
the  psychiatric  needs  of  the  area  “without  recourse 
to  long-stay  admission  to  a general  hospital  or  men- 
tal hospital”  and  without  any  apparent  overload  of 
any  portion  of  the  psychiatric  unit. 

Lawrence,  Mark,  “Summary  Considerations 
for  Facility  Planning  in  Mental  Health,”  por- 
tion of  District  of  Columbia  mental  health 
plan  prepared  during  1972  (unpublished  man- 
uscript. 

Using  a standard  of  0.5  acute  bed  per  1,000  popu- 
lation, this  position  paper  examines  the  need  for 
psychiatric  beds  in  the  District  of  Columbia  as  a 
whole  and  in  its  various  health  service  areas.  What 
might  otherwise  app>ear  to  be  an  adequate  number 
of  existing  beds  in  the  District  by  this  criterion  must 
be  viewed  in  light  of  the  fact  that  some  beds  are 
regularly  used  by  suburban  patients.  The  availa- 
bility of  alternative  services— such  as  nursing  homes, 
day  centers,  halfway  houses,  emergency  services, 
etc.— is  deemed  important  in  the  determination  of 
psychiatric  bed  needs.  The  methodology  employed 
in  deriving  the  0.5  per  1,000  population  formula  is 
not  specified  but  is  chosen  by  the  author  as  a “com- 
monly used  maximum  figure.”* 

Lawson  James  S.  “How  Many  Beds?  Problems 
in  Estimating  Requirements  for  Hospital  and 
Nursing  Home  Beds,”  Medical  Journal  of  Aus- 
tralia, January  8,  1972,  pp.  70-73. 

This  analysis  of  current  needs  in  Australia  in- 
cludes, in  addition  to  estimates  of  psychiatric  bed 
needs,  estimates  of  general  acute,  obstetric  and 
geratric  bed  needs.  With  respect  to  psychiatric  bed 
needs,  the  author  suggests  that  the  Tooth  and 
Brooke  ratio  of  1.8  beds  per  1,000  population  is 
practicable  in  Australia,  at  least  “until  more  expe- 
rience is  available  in  the  care  of  psychiatric  patients 
in  the  community.”  The  ratio  of  1.3  beds  per  1,000 
population  for  the  mentally  retarded,  as  cited  in 

• A telephone  conversation  with  Dr.  Lawrence  in  March  1974 
reveals  that  he  continues  to  consider  the  0.6  bed  per  1,000  popula- 
tion formula  to  be  effective  as  a “ballpark  estimate”  in  the  absence 
of  more  refined  tools.  He  emphasizes,  however,  that  there  is  nothing 
magic  about  this  formula  and  that  it  is  simply  a point  of  departure. 
He  cites  the  importance  of  intervening  variables  as  they  affect  this 
estimate  and  points  out  the  dynamic  nature  of  the  conceptualization 
of  psychiatric  service  needs.  He  concludes  that  any  statistical  for- 
mula is,  at  best,  tentative. 


the  Hospital  Plan  for  England  and  Wales,  is  re- 
jected for  Australia,  pending  “detailed  local  investi- 
gations” within  that  country.  The  author  concludes 
that  the  problem  of  estimating  bed  needs  has  dif- 
fered in  the  United  States  and  Great  Britain:  while 
the  “general  American  approach”  has  emphasized 
minimal  bed/jx>pulation  ratios,  the  British  ap- 
proach has  attempted  to  define  ideal  bed/p>opula- 
tion  ratios. 

Lipscomb,  Colin  F.,  “A  Study  of  Bed  Utiliza- 
tion at  the  Yorkton  Psychiatric  Centre,”  Hos- 
piled  and  Community  Psychiatry  23,  February 
pp.  203-207. 

This  review  of  experience  at  a short-term  inpa- 
tient facility  in  rural  Yorkton,  Saskatchewan  (also 
see  Browne’s  study  cited  above)  reveals  that  the 
original  projection  of  1.4  beds  per  1,000  popula- 
tion proved  to  be  higher  than  needed  and  that  in 
the  first  six  years  of  the  facility’s  operation  no  more 
than  0.6  bed  per  1,000  population  was  in  fact 
occupied  at  any  given  time.  The  author  concludes 
that  such  factors  as  shorter  length  of  stay  and  lower 
bed  occupancy  than  originally  anticipated  reduce 
bed  need  and  suggests  that  a “realistic  figure  now 
appears  to  be  somewhat  less  than  0.6  bed  per  1,000 
population,  providing  that  adequate  community 
services  exist.”  Various  possible  influences  on  the 
Yorkton  experience— such  as  the  observation  that 
the  imminence  of  a shortage  of  beds  increases  the 
efficiency  with  which  existing  beds  are  used— are 
discussed. 

Martin,  F.M.  and  Rehin,  G.F.,  Towards  Com- 
munity Care:  Problems  and  Policies  in  the 
Mental  Health  Service.  Political  and  Economic 
Planning  Broadsheet  Number  508.  London: 
George  Berridge  and  Co.,  Ltd.,  March  1969 
pp.  203-207. 

This  detailed  critical  evaluation  of  the  1961  Tooth 
and  Brooke  paper  reveals  one  of  the  potential  pit- 
falls  of  bed  need  forecasting.  Tooth  and  Brooke’s 
forecasts  “were  unhesitatingly  incorporated  into  the 
Hospital  Plan  published  in  the  following  year,  and 
what  might  have  been  an  innocuous  statistical  ex- 
ercise became  a foundation  for  public  policy.” 
Criticisms  of  the  work  are  of  two  broad  kinds; 
methodological,  those  concerned  with  statistical  pro- 
cedures; and  general,  those  dealing  with  inattention 
to  such  details  as  regional  variations  in  utilization 
patterns  and  availability  of  alternative  psychiatric 
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services.  The  conclusion  is  reached  that  there  is  a 
strong  necessity  for  a "detailed  re-assessment  of  sta- 
tistical trends"  in  psychiatric  bed  usage,  since  the 
need  for  beds  in  Great  Britain  is  declining  at  a con- 
siderably slower  rate  than  what  was  forecast  by 
Tooth  and  Brooke. 

Maryland  Board  of  Health  and  Mental  Hy- 
giene, Maryland  State  Comprehensive  Plan 
for  Community  Mental  Health  Services:  1965. 
Baltimore,  Maryland:  Maryland  Board  of 
Health  and  Mental  Hygiene,  November  1965. 

This  planning  report  cites  an  earlier  State  Board 
of  Health  and  Mental  Hygiene  document  as  quot- 
ing a current  overall  need  for  3.75  long-  and  short- 
term psychiatric  beds  combined  per  1,000  popula- 
tion. The  present  report,  however,  rejects  this  esti- 
mate “until  exp>erience  permits  a better  method” 
for  the  prediction  of  psychiatric  bed  needs  per  unit 
of  population.  The  importance  of  considering  al- 
ternative treatment  modalities  is  stressed,  and  it  is 
p>ointed  out  that  bed  needs  are  largely  influenced 
by  the  successful  implementation  of  outpatient  and 
residential  services. 

Mezey,  Alex  G.  and  Evans,  Eileen,  “Psychiatric 
Admissions  from  North  London  Related  to 
Demographic  and  Ecologic  Characteristics,” 
British  Journal  of  Psychiatry  117,  1970,  pp. 
187-193. 

The  entire  concept  of  utilizing  a bed  p>opulation 
ratio  as  a planning  guide  is  questioned  as  the  result 
of  an  investigation  of  differential  psychiatric  hos- 
pital admission  rates  for  the  populations  of  three 
adjacent  sections  of  London,  all  of  which  are  served 
by  the  same  psychiatric  facilities.  The  time  period 
covered  is  the  year  from  July  1963  to  June  1964. 
Differences  in  crude  admission  rates  for  these  sec- 
tions are  highly  statistically  significant  and  there 
are  consistently  high  correlations  of  admission  rates 
with  a variety  of  demographic  and  socioeconomic 
characteristics,  such  as  marital  status,  living  arrange- 
ments, condition  of  housing,  proportion  foreign 
born,  etc.  The  implication  of  these  findings  is  evi- 
dent: “I’he  size  of  the  population  of  a given  area 
is  too  crude  a guide  for  the  number  of  i>eds,  staff 
and  other  facilities  needed,”  and  this  is  true  even 
when  allowances  are  made  for  differences  in  age 
and  sex  distribution.  The  author  likens  planning 
based  exclusively  on  population  size  to  a “recipo 
for  chaos.” 


Mezey,  Alex  G.  and  Syed,  I.A.,  “Forecasting 
Psychiatric  Bed  Needs,”  Lancet,  January  29, 
1972,  pp  251-253. 

Based  on  a longitudinal  study  of  the  hospitaliza- 
tion experience  of  two  separate  cohorts  of  psy- 
chiatric inpatients  (1%0— 1961  and  1963—1964) , 
projected  bed  needs  are  calculated  for  a portion  of 
North  London  in  1985.  The  method  employed  is 
that  used  by  Tooth  and  Brooke.  A bed  need  projec- 
tion of  just  under  1.0  psychiatric  bed  per  1,000 
population  is  proposed.  The  projection  presented 
is  frankly  tentative  and  is  "made  with  the  reserva- 
tion that  it  is  only  a statement  of  what  can  be  ex- 
pected if  the  conditions— social,  administrative,  and 
clinical— under  which  it  is  calculated  continue  to 
operate.  Since  these  are  unlikely  to  remain  static, 
any  forecast  of  bed  needs  should  be  kept  under 
constant  review.”  This  forecast  includes  both  long- 
and  short-stay  beds.  The  authors  discuss  the  limita- 
tions of  their  forecast  for  other  locations. 

Ohio  Department  of  Mental  Hygiene  and  Cor- 
rection. Ohio  State  Construction  Plans  for 
Mental  Health  Centers  and  Mental  Retarda- 
tion Facilities.  Columbus  Ohio : Department  of 
Mental  Hygiene  and  Correction,  1965. 

Dispersed  throughout  this  extensive  survey  of 
mental  health  facilities  and  needs  in  the  .State  of 
Ohio  are  estimates  and  projections  of  psychiatric 
bed  needs  for  1965  and  1970,  respectively,  for  the 
State  and  its  nine  planning  areas.  On  the  basis  of 
experience  observed  in  Hamilton  County  during 
1963  and  1964,  formulae  of  0.2  short-term  bed  per 
1,000  population  and  2.6  chronic  beds  (excluding 
those  in  private  hospitals)  per  1,000  population 
are  prop>osed  and  utilized.  Additionally,  “based  on 
the  best  guess  of  workers  in  the  field,”  a formula  of 
1.5  beds  per  1,000  population  for  the  mentally 
retarded  is  proposed  and  utilized. 

Oldham,  A.J.  “Community  Psychiatry  in  Lon- 
don. A Three-Year  Analysis,”  British  Journal 
of  Psychiatry  115,  1969,  pp.  465-474. 

Admissions  and  discharges  at  a general  hospital 
and  a psychiatric  hospital  in  a section  of  South 
London  (a  catchment  area  with  92,000  population) 
are  analyzed  for  three  years  from  April  1964  through 
March  1967.  It  is  shown  that,  as  admissions  to  the 
general  hospital  have  risen,  those  to  the  psychiatric 
hospital  have  dropped.  The  general  hospital  ad- 
missions are  characterized  by  comparatively  short 
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lengths  of  stay  and  rapid  turnover  and  are  thus 
capable  of  being  served  by  relatively  small  numbers 
of  beds.  The  availability  of  outpatient  care  and 
domiciliary  consultation  in  the  area  further  reduces 
the  pressure  for  needed  psychiatric  beds.  .Should  the 
admission  and  discharge  trends  during  the  three 
years  under  study  continue,  the  author  predicts  a 
need  for  1.3  beds  (including  both  long-  and  short- 
stay)  per  1,000  population  by  1987.  It  is  further 
estimated  that  this  ratio  could  drop  to  0.7  bed  per 

1,000  jx>pulation  with  the  removal  of  geriatric 
patients  to  other  facilities. 

Orwin,  “The  Mental  Hospital:  A Pattern 
for  the  Future,”  British  Journal  of  Psychiatry 
113, 1967,  pp.  857-864. 

Exp>erience  of  a ten-year  cohort  (1953  through 
1962)  of  long-stay  patients  entering  an  urban  psy- 
chiatric hospital  near  Birmingham,  England  is 
analyzed.  The  study  focuses  on  patients  admitted 
during  this  period  and  still  in  residence  on  Decem- 
ber 31,  1964.  Even  though  the  reception  area  of  the 
hospital  increased  during  the  period  of  study,  and 
admission  rates  rose,  the  rate  of  accumulation  of 
long-stay  patients  is  similar  to  that  suggested  by 
Tooth  and  Brooke.  It  is  predicted  on  the  basis  of 
observed  trends  that  by  the  mid-1970’s  there  will  be 
a need  for  0.9  long-stay  bed  per  1,000  population  in 
the  area,  and  that  this  need  may  be  reduced  con- 
siderably if  alternative  care  can  be  provided  for 
geriatric  patients. 

Richman,  Alex,  “Long-Stay  Patients  in  Cana- 
dian Mental  Hospitals,  1955-1963,”  Canadian 
Medical  Association  Journal  95,  August  20, 
1966,  pp.  337-349. 

Trends  in  Canadian  psychiatric  hospital  patient 
populations  from  1955  through  1963  are  analyzed. 
Among  the  trends  noted  are:  an  increase  in  annual 
admissions;  a decrease  in  the  resident  population;  a 
decrease  in  annual  patient  days  per  1,000  popula- 
tion, a decreasing  ratio  of  long-stay  patients  to  the 
general  population;  and  a decrease  in  the  produc- 
tion of  new  long-stay  patients.  It  is  concluded  that 
the  observed  trends  are  consistent  with  the  as- 
sumptions embodied  in  the  Tooth  and  Brooke  work 
and  in  the  Canadian  Royal  Commission  on  Health 
Services  position  statement  (see  Richman  and  Ken- 
nedy citation  below) . The  article  contains  a brief 
review  of  some  of  the  criticisms  leveled  at  the  Tooth 
and  Brooke  study. 


Richman,  Alex  and  Kennedy,  Peggy,  “Estimat- 
ing Longitudinal  Changes  in  the  Number  of 
Patients  Hospitalized  in  Canadian  Psychiatric 
Institutions,”  Acta  Psychiatrica  Scandinavica 
41,  1965,  pp.  177-203. 

Appended  to  this  exhaustive  statistical  analysis  of 
psychiatric  facility  utilization  trends  in  Canada  is 
a 1964  position  statement  of  the  Royal  Commission 
on  Health  Services  regarding  psychiatric  bed  needs. 
It  is  predicted  that  the  total  number  of  beds  needed 
for  the  treatment  of  the  mentally  ill  and  retarded 
will  be  3.2  per  1,000  population  in  1966  and  3.0  per 

1,000  population  in  1971.  These  projections  contrast 
with  an  observed  bed/population  ratio  of  3.9  per 

1,000  persons  in  1961.  Broken  down  by  typ>e  of  fa- 
cility, the  1971  projections  include  0.47  general 
hospital  bed,  1.50  psychiatric  hopsital  bed  and  1.02 
mentally  retarded  bed  per  1,000  p>opulation.  The 
projections  are  based  on  an  assumption  that  it 
will  be  possible  by  1973  to  remove  all  patients  from 
psychiatric  hospitals.  Most  of  these  patients  will  be 
transferred  to  psychiatric  units  of  general  hospitals, 
where  more  patients  can  be  served  for  shorter  pe- 
riods of  time.  However,  some  psychiatric  hospital 
patients  will  be  removed  to  “other  appropriate 
facilities  some  of  which  are  available  and  others  . . . 
to  be  established.” 

Shrem,  Victor  and  Associates,  Inc.,  Develop- 
ment Plan:  Montgomery  Medical  Center, 

Montgomery  County,  Maryland.  Southfield, 
Michigan:  Victor  Shrem  and  Associates,  Inc., 
February  1970. 

Like  the  Crane  and  Gorwic  report  (cited  above) 
this  planning  document  contains  descriptions  and 
analyses  of  variables  generally  relevant  to  compre- 
hensive health  planning,  including  planning  for 
psychiatric  beds.  More  widely  publicized  and  dis- 
tributed than  the  Crane  and  Gorwic  document,  the 
Shrem  Report  contains  essentially  the  same  psy- 
chiatric bed  need  assumptions  and  projections. 
Projections  of  psychiatric  bed  needs  for  Mont- 
gomery County,  Maryland  to  the  year  2000  are 
based  on  a formulae  of  1.0  bed  per  1,000  projected 
population. 

Tooth,  G.C.  and  Brooke,  Eileen  M.,  “Trends  in 
the  Mental  Hospital  Population  and  Their 
Effect  on  Future  Planning,”  Lancet,  April  1, 
1961,  pp.  710-713. 

A trend  study  of  patient  movements  of  three 


15 


<ru . 


successive  annual  cohorts  of  patients  admitted  to 
psychiatric  hospitals  in  England  and  Wales  for  the 
years  1954,  1955  and  1956  is  undertaken.  Patients 
are  followed  for  two  years  after  the  date  of  admis- 
sion in  order  to  provide  data  on  their  demographic 
and  diagnostic  characteristics,  length  of  stay  and  re- 
admission ex[>erience.  I'rends  in  attrition  of  the 
patient  jxjpulation  are  established  from  these  data, 
and  f)ercentages  of  successive  residues  of  long-term 
patients  are  applied  to  a “standard  million”  popu- 
lation to  provide  estimates  of  resident  hospital 
population  over  a period  of  time.  Separate  estimates 
are  made  for  short-  (up  to  three  months)  , medium- 
(three  months  to  two  years)  and  long  stav  (two  or 
more  years)  patients.  Based  on  assumptions  of  a 
continuation  of  the  observed  admission  and  attri- 
tion trends  and  a 95  percent  l>ed  occupancy  rate, 
a formula  of  1.8  beds  per  1,000  [x>pulation  is  pro- 
posed. Broken  down  by  length  of  stav,  the  formula 
allows  for  0.34  short-stay,  0.53  medium-stay  and 
0.89  long-stay  beds  per  1,000  population.  I'his  for- 
mula stands  in  contrast  to  the  observed  3.4  beds  per 
1,000  population  actuallv  occupied  in  1954.  This 
13-year  old  article  is  still  cited  by  mental  health 
planners  as  a basic  methodological  reference  and 
is  widely  argued  in  the  literature.  Perhaps  the  most 
fretjucmly  leveled  criticism  has  concerned  its  as- 
sumption of  linearity  in  attrition  of  psvchiatric  hos- 
pital populations  over  an  extended  period  of  time. 
Baldwin  (cited  above)  points  out  that,  although 
Tooth  and  Brooke  do  not  themselves  indicate  the 
time  at  which  zero  point  in  resident  patient  popu- 
lation must  be  reached  through  linear  extrapolation. 


most  interpretations  of  their  methodology  have  as- 
sumed that  this  will  occur  by  the  mid-1970’s.  Other 
w'riters  have,  however,  supported  the  Tooth  and 
Brooke  assumptions  (for  example,  Orwin,  cited 
above)  . This  study  has  served  as  a baseline  for  offi- 
cial mental  health  services  planning  by  the  govern- 
ment of  Great  Britain. 

Wing,  J.K.,  “How  Many  Psychiatric  Beds?” 
Psychological  Medicine  I.  May  1971,  pp.  188- 
190. 

-\fter  examining  psychiatric  bed  usage  trends  in 
the  United  Kingdom,  this  editorial  makes  the  ob- 
servation that,  “Most  attempts  to  estimate  how 
many  beds  will  be  needed  in  future  are  grounded 
partly  on  the  observation  of  statistical  trends  and 
partly  on  value  judgments  as  to  how  far  the  trends 
should  be  allowed,  or  provoked,  to  go.”  Some 
earlier  formulae  for  psychiatric  bed  needs,  ranging 
from  0.5  to  2.2  beds  per  1,000  population,  are  men- 
tioned and  briefly  evaluated,  and  the  judgment  is 
offered  that,  “At  the  national  level  there  is  still 
nothing  to  replace  Tooth  and  Brooke’s  study.” 
Various  factors  which  affect  psychiatric  bed  needs 
are  discussed,  such  as  the  placement  of  elderly  pa- 
tients in  alternative  care  facilities  and  the  “determ- 
ination to  run  down  and  eventuallv  to  close  most 
of  the  large  mental  hospitals.”  There  is  also  a dis- 
cussion of  the  fine  point  of  defining  a psychiatric 
“bed,”  and  the  author  points  out  the  potential 
effect  of  construing  the  term  to  include  all  types 
of  residential  accommodation  and  not  just  tradi- 
tional hospitals  beds. 
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